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Introduction
Abscess formation within the spinal epidural space is
rare. Prosthetic graft infection is a well-recognised
complication within vascular surgery. We present the
case of a spinal epidural abscess (SEA) arising as
a consequence of a polytetrafluoroethylene (PTFE)
vascular graft infection with methicillin-sensitive
Staphylococcus aureus (MSSA). This is previously un-
reported.
Case Report
A 58-year-old male with left calf claudication at 30
yards underwent a left PTFE above-knee femo-
ropopliteal bypass graft. This was performed under
Fig. 1. MRI scan of cervical spine demonstrating the anterior C5/6general anaesthesia and without epidural anaesthetic.
epidural abscess.His recovery was uneventful and he was discharged
on the 6th day postoperatively. He was re-admitted
11 days later with a pyrexia, a cellulitic leg and a
leukocytosis of 20.5 cells per mm3 was present and hisneutrophilia of 25.6 cells per mm3. The distal wound
CRP was 147 mg/l. He was tender over his cervicalspontaneously drained seropurulent fluid which cul-
spine and developed a progressive, but incomplete,tured MSSA, sensitive to penicillin, flucloxacillin, ery-
C6 quadriplegia. The left leg showed no overt evidencethromycin, vancomycin, rifampicin, fusidic acid and
of graft infection. He was transferred to the regionalclindamycin. Intravenous erythromycin was com-
neurosurgical unit where cervical MRI confirmed themenced, as he was allergic to penicillin. Surgical ex-
presence of an anterior C5/6 SEA (Fig. 1). He under-ploration revealed minimal contamination, the distal
went emergency drainage, via an anterior cervicalanastomosis was intact and the graft was preserved.
discectomy, with iliac bone grafting. Pus culturedHe made a good recovery and was discharged on
MSSA with identical sensitivities to the above organ-the 12th postoperative day. He received 4 weeks of
ism. Vancomycin and rifampicin were commenced, heerythromycin, but 2 weeks after its completion he re-
made a good recovery and was transferred back topresented complaining of neck pain and weakness. A
the referring unit. A radiolabelled white-cell scan dem-
∗ Please address all correspondence to: M. I. Aldoori onstrated diffuse uptake along the length of the graft
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Discussion
SEA is rare, accounting for 1 in 10 000 neurosurgical
admissions.1 It presents with back pain, pyrexia and
radicular symptoms. Cord compression results in pro-
gressive paralysis followed by death.2 It is a neuro-
surgical emergency and early decompression can lead
to a good neurological recovery.3 SEA can result from
local or haematogenous spread. Staphylococcus aureus
is the most commonly isolated pathogen.4 Previously
reported sources of infection include epidural cath-
eters, gluteal injections, intravenous drug abuse and
haemodialysis venepuncture. Prosthetic graft infection
is a feared complication of vascular surgery, with an
incidence of around 2% (ranging from less than 1% to
6% in published series5). It seems likely that the three
Staphylococci grown are the same strain in view of
identical antibiotic sensitivities and that this SEA has
arisen as a complication of graft infection. The pro-
posed mechanism of spread is haematogenous via theFig. 2. Technetium-99 labelled white-cell scan showing diffuse up-
take along the entire length of the femoropopliteal graft indicative vertebral venous plexus. This is previously un-
of infection. reported. Vigilance to the risk of metastatic sepsis
should be emphasised.
(Fig. 2) and blood cultures grew MSSA with identical
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